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' CHAPTER I 
INTRODUCTION 
Baukground and Purpose 
This study took place in a rehabilitation setting which 
included a new speech clinic. Speech therapy is a relatively 
. 
ne1r1 field and there are many ways in vihich people in that 
field look upon speech disorders. Also, people in other ~ields 
so~etimes treat speech disorders and they may regard the prob-
lem in different ways. Speech clinics are established in 
many kinds of settings and fm~ction in quite different ways. 
It appears that speech disorders are sometimes thought to be 
a symptom of an emotional problem that may be either mild or 
severe. Some speech therapists take this point of view, as 
well as some people in other fields, such as psychiatrists. 
Other speech therapists do not take emotional factors into 
account to any great extent and look upon the speech problem 
as an entit7 in itself. 
It appears to this author that the way in which the 
speech disorder is perceived by the therapist determines, to 
some extent, the method of therapy that the patient is given. 
It should be made clear that those who look upon speech dis-
orders as a possible symptom of emotional problems do not 
take it for grm~ted that all speech problems ·are symptoms; 
however, they are co&~izant of this possibility. Many patients 
have physical defects that are directly related to the speech 
1 
disorder. Hov1ever, in this situation many therapists look 
at the emotional effect that the speech problem has had upon 
the patient and take this into account 1>1hen dec~ding upon 
the method of therapy to be administered to the patient. 
The Massachusetts Memorial Hospitals Speech and Hearing 
Clinicl~is one that is cognizant of possible emotional 
problems. The clinic uses the services of a social wo~k~r 
to evaluate the spclal situation within the ~amily o~ every 
child treated at the speech clinic. 
This is an explorator~ study which attempts to learn 
about the motivating factors that influenced the parents of 
the children in the study group to seek help. The question 
of motivational factors in seeking help is one that is of 
interest to persons in many kinds of helping professions. 
It is particularly applicable to the social vJOrker, since 
many social agencies require that people have a particular 
kind of problem in order to receive help. Therefore, it may 
be suspected that many persons are motivated to seek help for 
problems other than the ones that they present. In order to 
be of more help to the client the social worker should know 
about what brought the client to the agency. In this study 
the author tried to learn about motivational factors by 
obtaL~ing ~ata in the following three areas: 
lThroughout this study this will be referred to as 
M.M.H.s.&H. Clinic. 
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1. The paths taken by the parents of children with 
speech disorders from the original request for pro-
fessional help to their arrival at the M.M.H.S.&H. 
Clinic. 
2. The reasons for seeking professional help for a 
child i'Jith a speech disorder, vlith particular 
emphasis on crises affecting the family and the child. 
3. The kinds of problems presented to the speech clinic 
'tvith 'tvhich it was thought a social worker could be 
of help. 
I was interested in the paths parents had taken for two 
r.aaj or reasons. First, one 1'1ould hope to be able to obtain 
a rough measure of motivation from the steps that were taken. 
Also, if people do not receive co-operation in the steps that 
they do take, one might expect this to aff~ct their degree 
of motivation. I was interested in whether or not the parents 
initiated the steps and in whether or not their initiative 
had any effect upon their attitudes tov1ard the clirlic. The 
second reason why I was interested in the steps taken was a 
practical, service oriented one. If it were foUl~d that 
families 1r1ere not helped when they asked for help this v.rould 
have implications for'educating those helping persons. For 
this reason I 11as also interested in what kind of professional 
people this study group approached with the problem. o~ their 
child having a speech disorder. 
The parent's perception of the problem. seemed important 
to their motivation in seeking help. If the problem did not 
appear severe to the parent one would not expect a great deal 
of motivation for help. However, a change in relationships 
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of the family members or a crisis situation might possibly 
change a parent's perception of the problem. A problem that 
once appeared mild or non-existent to a parent might appear 
quite severe i•Jith these changes. I v1as therefore interested 
in whether or not this kind of situation existed. 
Data pertainrng to the kinds of problems presented to 
the social worker in the speech clinic might help one to see 
whether or not problems other than the actual speech disorder 
were motivational factors for seeking help in this kind of 
client. It was also of li1terest to see if the clients being 
treated by a social worker had more involvement in the problem 
and were more motivated to continu.e therapy after it ivas 
begun. This area of li1vestigation also has practical impli-
cations for learning more about childl"en with speech disorders. 
If m~1y parents of children with speech disorders presented 
similar kinds of problems, it may be that these problems had 
a direct relationship to the speech problem. 
Since the setting for this study ivas a nevT mj.e w·i th a 
rather flexible program, ~~d since little research had been 
done in this kind of setting, particularly by a social worker, 
the study was an exploratory one. It was the intent of the 
author to obtain data in the areas mentioned and to organize 
it vii th the hope of finding some logical conclusions and with 
hope of raising specific questions that could be studied in 
a more definitive manner. 
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Background 
Little has been written about a client's motivation 
ror seeking help. Gerald Caplan and Erich Lindemann have 
done some work on homeostasis and disequilibrium. They reel 
that individuals have an equilibrium in relationship to their 
environment. The equilibrium is maintained by a series or 
homeostatic mechanisms within the social systems or their 
network or close interpersonal relationships. During a 
crisis these homeostatic mechanisms are not able to function 
at their usual leveiliiand disequilibrium occurs.2 When dis-
equilibrium occurs the individual sometimes perceives things 
difrerently. For this reason the occu:J;:W~ of disequilibrium 
may be considered a ractor in motivating a person to seek 
help. Disequilibrium is caused by a crisis situation or 
some kind. 
Families as well as individuals also maintain a homeo-
stasis and disequilibrium occurs in families. It would 
appear, therefore, that ira speech disorder existed in a 
ramily member, but there was an adjustment to tt by the 
ramily, when a disequilibrium did occur, the speech problem 
may be perceived dirferently. It is also possible that the 
cause or the d1sequilibrium would be the onset of the speech 
disorder. Both of these situations exist. 
2Gerald Caplan, nAn Approach to the Study of Family 
Mental Health," in The Family a Focal Point in Health 
Education, pp. 58 - 59· 
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One might look further than the disequilibr~um and 
different perception of the problem when looking a.t the moti-
vational factors in seeking help. Atkli~son presents a theory 
that is particularly pertinent to this study. He says, 11Bbth 
a disposition to strive for a particular goal (a motive) and 
an expectancy tha~ an act will be instrumental in attaining 
the goal must be present for the motive to be aroused and 
expressed ih performa..l'lce of an act. rr3 If one accepts this 
theory, then it is important to lean~ about the co-operation 
clients received when askli~g for help. A client may have 
high expectations 1<1hen he originally asks for help. However, 
if he is not given help and is required to go to several 
persons, or is required to wait for service, his expectations 
of the helping service 11ould decrease and his incentive to 
seek help would also decrease. To put it another 1vay the 
client's motivation for help would decrease. 
In its implications for social work this theory has 
many factors related to prevention. The earlier a community 
caretaker gives help to a client who is in a crisis situation, 
the better able is the caretaker to help the client work 
through the crisis successfully in order to eliminate long 
term effects af the client's fttnctioning. ~~so, if the 
3Jobn W. Atkinson, 11 TO\vards Experimental .Analysis of 
Human Motivation in Terms of Motives, Expectancies and 
Incentives, 11 in Motives in Fantasy, Action and Society, p. 288. 
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client goes through a crisis situation successfully, he is 
better able to deal with future crises. 
Another preventive aspect deals with educating those 
helping persons who are approached for service and who either 
ask the client to wait or refer them to inappropriate resources 
In a practical sense much of this is unavoidable; however, 
many services should be improved to be able to accommodate 
clients. Often because of laclr of lmowledge as to vlhere 
service is most needed, inadequate services are provided in 
some areas and more than adequate services are prov~ded in 
other areas. 
Lydia R'ap]?£Rport defines three levels of prevention.: 
primary, secondary and tertiary. The level of prevention 
that this study is concerned with is the secondary level. 
At this level 11 the emphasis is on early diagnosis and 
treatment. 1ihile treatment specifically attends to the relief 
of distress, as conceived in terms of second~ry prevention 
it seeks to shorten duration, reduce symptoms, limit sequelae, 
ru.1.d minimize contagion. n4 
4Lydia Rap~~.port, "The Concept of Prevention in Social 
'Vlork, 11 Social Work, vol. 6 ('January, 1961), p. 4. 
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CHAPTER II 
JYIETHODOLOGY 
Agency Setting 
The people in this study were parents of eleven children 
who were being treated at the M.M.H.S.&H. Clinic. This clinic 
is a part of the Physical Medicine and Rehabilitation 
Department at the Massachusetts Memorial Hospitals. 
Massachusetts Memorial Hospitals is a non-sectarian, voluntary, 
non-profit hospital 1r1hich is used as a central te~ching unit 
of Boston University School or Medicine. It can accommodate 
approximately two hundred and fifty patients. 
The Physical Medicine and Rehabilitation Department of 
the hospital is located in the Out Patient Department. Within 
the department are the following services: Occupational 
Therapy, Physical Therapy, Speech and Hea,ring Clinic, Social 
Serv~ce, and the service of a physician l'ihose specialty is 
rehabilitation and physical medicine. It is difficult to 
break dmvn the services ~>li thin the department because the 
department functions as a team 11i th each individual offering 
his service as part of the total care of the patient. This 
does not necessariiliy mean that every patient requires the 
services of each member of the department. Hov1ever, the 
services are available if they are needed. 
The speech clinic has existed at M.M.H. sli~ce FebrLtary 
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1961. It was formerly located at Boston University and was 
under the School of Education, of which the Speech and. 
Hearing Department is a part. It vlas felt that it would be I 
beneficial to have such a cliniC lo~~ted. in a, hospital, se)<t~j· 
There are many reasons for this. In the hospital setting 
where the hospital accepts the responsibility for the clinic, 
the clinic is able to ;be more service oriented than in a 
training clinic. There is a possibility of having paid~ 
trained, full time therapists. It can be used as a training 
center, but the clinic is also able to function without 
students. Also, in the hospital setting medical facilities 
are available and this is very important in this kind of 
clinic. In an isolated clinic clients often have to be 
referred to many sources for medical evaluation before being 
treated. The clinic is also a service to the hospital, 
providing a facility for immediate referral by a doctor in 
another part of the hospital. The services of a speech 
therapist are needed in many rehabilitation cases, where a 
person has suffered f~om a stroke or has had an accident. 
Since the academic year of 1961-1962 was th? first full 
year the clinic 111/'as located in the hospital, it lvas necessary 
to carry a small caseload and to refer many patients 
elsewhere. 
Children were referred to this clinic by various sources 
in the community and by parents. Some illustrations of the 
'kinds of sources which refer would be physicians, school 
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teachers and school apeech therapists. Prospective clients 
1vere sent a form to fill out before the client was seen. 
(See copy of this form in Appendix A). After the clinic 
received this form ru.1 evaluation appointment vTas made. At 
this evaluation session ~he child was seen by a speech thera-
pist and the parents were seen by a social i'lorker. The 
speech therapist evaluated the severity of the speech problem 
and some of its etblogy in order to determine whether or not 
therapy would be helpful to the particular child. The social 
worker evaluated the family situation and tried to determine 
whether the family relationships were contributing to the 
speech problem. He also tried to evaluate whether or not 
there 1-!ere problems within the family with iovhich casework 
would be of help. Sometimes a social worker 1vas able to help 
the family accept and deal with the speech disorder more 
effectively. Following the evaluation done by the speech 
therapist and the social worker, they shared information 
obtained in the e.valuations and tried to determine the best 
plan for the vThole family. Sometimes it vlas thought that 
speech therapy v1ould help the child and that the services of 
a social worker were not necessary. Sometimes the speech 
therapist did not feel therapy would help the child and 
another resource, such as a child guidance clinic, was more 
appropriate. at other times the families were asked to return 
later, because there was about to be a change in therapists, 
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~~d it was ~elt that a short term relationship would be 
detrimental to the child. Occasionally, families were asked 
to return for a re-evaluation at a later date if treatment 
did not seem necessary at the time of the original 
appointment. 
The social worker and the speech therapist decided on 
what they considered to be the best plan. They then presented' 
this to the parents of the child. The fin~l decisions, of I 
course, were left up to the parents. 
Study Group 
~~e study group consisted of eleven children who were 
being treated at the M.M.H.S.&H. Clinic in Decemb,er 1961 
and January 1962. These children made up the entire number 
of children being treated at the clinic at that time with 
the exception of one child, whose mother was being seen for 
casework by the author of this study. The clinic also treats 
a few adults, but since this study is focused on the parents• 
role in seeking help for this problem, only children were 
included in the study group. No one refused to take part 
in the study. 
How The Date Were Obtained 
The data were ob~ained from two primary sources. One 
was from the form sent in by the parents prior to admission 
to the clinic (see kppendix A). However, this form was only 
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available for six of the eleven children. ~le other source. 
of data 't-7as a focused interview with a pa,rent of the child 
being treated. (See guide for this intervievJ' in Appendix B.) 
The author interviewed the parent who brought the child to 
the clinic. Of the eleven parents, t1-10 1-vere fathers and nine 
were mothers. 
The intervie111 was similar to the clinical interview 
utilized by a social i-vorker when evaluating a family for the 
first time. The interview was quite unstructured rold the 
parent was quite free to bring out problems that were not 
specifically asked about. The items of identifying information 
were accessible and relatively easy to analyze, as were also 
the data concerning paths taken to reach the clinic. However, 
the data concerning attitudes~$ more difficult to obtain 
and to analyze, as WBr.e> the data concerning family relationships. 
Data were also obtained by talking with the social 't'lorker 
and from the social service records on those children whose 
parents were being seen by a social worker. This concerned 
the kinds of problems that the parents presented to the social 
worker and ivith vrhich the social vmrker could be of help. 
Limitations of the Study 
The first and most obvious limitation was the size of 
this study group. Since there v1ere only eleven in the group, 
one can only learn about this particular group and calLnot 
generalize this knowledge to other groups. Also, the 
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diversity of the sample presents a problem when one is 
studying motivation. If all eleven cases in the study group 
had had no physical complications, one might have found out 
more about why this kind of family came for help. 
Another major limitation of the study was that some of 
the data that the author looked for was very difficult to 
obtain. The two areas where this seemed to be a problem were 
in learning about the parent's early perception of the 
problem, and changes in crisis situations ?lld family relation-
ships. In the first area, parents often talked about their 
present attitudes, problems and perceptions when asked about 
their earlier impressions. Some parents did this to a greater 
extent thro! others; however, many were so concerned about the 
present problem, that they could not think in terms of the 
past. ~n1en asked about crisis events by the ·interviewer, 
most parents were surprised and said nothing had occurred in 
their lives in these areas. 
Another limitation to this study was the lack of 
published material about the motivation for seeking help. 
With more material in this area, one might be able to focus 
the study to a greater extent and have a clearer idea of the 
areas pertinent to motivation. 
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CHAPTER III 
CHARACT~RISTICS OF THE STUDY GROUP 
This cllapter vrill describe some of the background 
characteristics of the children and their families. 
Table 1 shows the age, sex, race, and religion of each 
child. 
TABLE 1 
SOCIPL CH;JZACTERISTICS OF THE CHILD 
Family Age Sex R'ace Religion 
A 7 M w RC 
B 6 M N p 
c 5 M w RC 
n· 6 Jf N p 
E 14 11 V>T p 
F' 7 IV! w _if 
G 14 F'' w RC 
H 7 F w RC 
I 12 M N p 
J.: 7 M vr RC 
K 13 p- w RC 
From the table it can be seen that seven children were 
between five and seven years and f'our children were betw·een 
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twelve and fourteen years. There were no children between 
eight and eleven years. One mi5ht raise the question as to 
whether or not this is usual in a speech clinic and if there 
is significanee to this. 
There were seven males and four females. Statistically, 
on a national scale, knovvn speech problems are much more pre-
valent in males than in females. 1 Five of the males were 
between five and seven years and two were between twelve and 
fourteen years. Tne girls \'Iex•e more evenly divided, tvro being 
between five and seven years and two betw·een t1vel ve and 
fourteen years. 
Eight of the children were white and the remaining three 
·were Negro. Six of the children were Roman Catholic, four 
vrere Protestant and one 1vas Jewish. All of the Negro children 
were Protestant. In the case of the I family, Mrs. I came 
from Texas, and she vTas the only parent who discussed her 
feelings about being Negro. She talked about the necessity 
to be tolerant of other peoples' race and religion, end she 
appeared to have strong feelings about discrimination. 
Table 2 sho'\ATS the kind of speech problem each child had, 
and whether or not there were physical complications related 
to the speech problem. The kinds of problems are divided into 
three categories. The stuttering category is exclusively for 
lMildred F. Berry and Jon Eisenson, Speech Disorders 
Principles and Practices of Theory, p. 4. 
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children with stuttering problems. The poor voice quality 
category includes nasal, hoarse or whispering qualities in the 
speech. The unclear speech category includes misarticulation, 
substituting vmrds or syllables for the proper ones, and 
) 
omission of words and/or syllables. 
TABLE 2 
KINDS OF SPEECH DIFFICULTIES 
Difficulty 
Stuttering 
Poor Voice Quality 
Unclear Speech 
Total 
Physical 
G, I, K 
D, J 
5 
Not Physical 
K 
B 
A, C, F, H 
6 
Total 
1 
4 
_Q 
11 
From this table one can see that the study group was 
about evenly divided l)etw·een children with physical compli-
cations and those ivithout physical problems. Three of the 
four older children (G, I, K) had physical complications. 
lUl of the children 1r1ho had unclear speech 1'7i thou t physical 
complications (A, C, F, H) were betw·een five and seven years 
of age. 
Table 3 shovJs the length of time the children had been 
ll~ treatment at the M.M.H.s.&H. Clinic. Since this clinic 
had been open only since February 1961, none of the children 
had been in treatment for more than ten months. The clinic 
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at M.M.H was closed for the summer and some of the children 
vrent to the cli~ic at Boston University during the summer 
and returned to M.M.H. in the fall. The records from the 
s~unmer clli1ic were transferred to M.M.H., so I shall consider 
the summer clinic at Boston University as part of M.M.H. in 
dealing with the length of time the children were in treatment. 
TABLE. 3 
LENGTH OF TlliE TI'i TREATMENT 
Time in Treatment Number of Cases 
Less than one month 1 (R) 
One month 1 (C) 
~" Two to three months 3 (E, if', K) 
Five months 4 ( G, B, I, F) 
Ten months 2 (A~ D) 
Total 1~ 
One can readily see that there is a large ra11ge I'ITi thli1. 
the group as to the length of time the child had been in 
treatment. T'\'lo cases (I, F) in the five-month category 
started treatment more than five months previous to the time 
of this study; ho~r.rever, treatment was interrupted during the 
summer months. 
A social worker-sees all the families of the children 
evaluated in the speech clinic for a psycho-social evaluation. 
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If the social i'Torker thinlrs he can be of help to the family, 
he sees a parent for casework treatment. Of the eleven 
families, six (A, C, H, I, J, K) had been seen for an 
evaluation only. In five of these cases (A, C, I, J, K) 
it was felt that the services of a social i'Torker were not 
needed. The social worker planned to~see Mrs. H. on a case-
work basis in the future. Four cases (B, E, F', G') received 
casev10rk help for three months and one case (D) vTas seen for 
ten months. 
~De can see from Table 3 that in the F. case, the child 
had been treated in the speech clinic for five months, and 
I have stated that the family sa"tv a social worker for three 
months. It was decided that the family had benefited from 
the social work treatment after three months, and the service 
w·as no longer needed. In the B family the child had been 
seen for five months and the mother for three months. This 
discrepancy was because the child began at the Boston 
University summer clinic, and the services of a social worker 
were not available there. 
Table 4 gives the marital status and the education of 
the parents of the children. 
Eight of the eleven children came from homes whlch were 
intact. Three of the eleven children came from one-parent 
homes. Mrs. H. was divorced; Mrs. D. was legally separated; 
and Mr. K. ivas a widovler. 
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Married 
Divorced 
Legal 
Separation 
Widower 
Total 
College 
Graduate 
c 
-
1 
TAB!iE 4 
. 
MARITAL STATUS AND EDUCATION OF THE PARENTS 
Both Parents 
Completed 
High School 
A, B, .iEi: 
K 
4 
One Parent 
Completed 
High School 
F, G 
H 
D 
4 
Neither Parent 
Completed 
High School 
I, J 
2 
Total 
8 
1 
1 
...L 
11 
1-' 
~ 
Nine of the families had at least one parent who had 
finished high school. There appears to be a wide range of 
socio-economic class, although the data to support this state-
ment was limited. Two extremes in occupation were found in 
families C and I. Mr. c. was a health inspector and Mr. I 
was an unskilled, unemployed laborer. Mr. C had a college 
degree, as did Mrs._ C.~ Mr. and Mrs. I. came from Puerto Rico 
and appeared to have no occupational skills. The I family 
was the only family in the study in which there was not a 
regular income. An example of a family between these two 
extremes was the E family. Mr. E was a skilled laborer and 
l 
both Mr. and Mrs. E were gradu·ated from high IDh ool. 
In two cases (D, I), there was considerab~e feeling on 
the part of the parents concerning their educational achieve-
ment. Mrs. D. had only completed the sixth grade and 
expressed inferiority feelings about not being very intelligent 
in school. She also generalized these feelings to situations 
outside of school. Mrs. I. expressed feelings about her 
eighth grade education in connection with her race. She had 
been unable to attend the local school because she was a 
Negro and therefore, her education was delayed. She had 
strong feelings about the necessity of education, and had read 
a great deal on her ow~. She also encouraged education for her 
children and provided a great 'deal of reading material for 
them. 
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Table 5 shows the number o~ children in each ~amily and 
the position that the child in the study group occupied. 
TABLE 5 
THE NOMBER OF CHILDREN IN THE FAMILY AND THE 
PLACE OCCUPIED BY THE PATIENT 
Number o~ Only 
Children Child 
Oldest Middle Youngest Total 
One E 1 
Two I F 2 
Three G, J c 3 
Four A, B, K D 4 
Five H 1 
Total 1 "3 5 2 IT 
Ten out o~ the eleven children had at least one sibling, 
and eight o~ the eleven had at least two siblings. Five o~ 
the eight children were middle children. Four o~ the five 
middle children were children with no physical complications 
to their speech problems. All o~ the oldest children had 
physical complications with the speech problem. 
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Family 
A 
B 
c 
D 
TABLE 6 
. ~ 
' 
AWARENESS OF THE SPEECH PROBLEM AND STEPS TAKEN TOWARD ITS TBEA'I'MENT 
When Aware of 
Speech Problem 
Age 2 
Age 2 to 2~ 
Age 1~ 
( Premature ) 
(Infant) 
Age 2 
What Made Parents Aware 
of Speech Problem 
Could not understand 
child clearly 
Child tried to talk 
and was not clear 
Child did not talk; 
Later speech unclear 
Did not talk; later 
unclear speech 
What Steps Were Taken and When 
They Were Taken 
Asked M.D. at age 2. 
Asked M.D. who recommended 
M.M.H. S. & H. Clinic at age 5. 
Asked M.D. at age 3. 
School teacher brought problem 
to parents' attention at age 5. 
Mrs. B. called M.M.H. on her own 
at age -5-;------ ---
Asked Pediatrician at age 1~. 
Asked Speech Therapist at age 3~ 
Asked the same speech therapist 
who recommended M.M.H. s. & H. 
Clinic at age 4~. 
Asked M.D. at age 3~ to 4. 
Asked M.D. who recommended M.M.H 
s. & H. Clinic at age 4• 
There was a one year waiting 
neriocl-
1\) 
1\) 
Family 
E 
F 
When Aware of 
Speech Problem 
Age 2 
Age 2 
TABLE 6 
What Made Parents Aware 
of Speech Problem 
Stuttered since speech 
began 
Child did not talk; 
Later unclear speech 
What Steps Were Taken and When 
They Were Taken 
Asked Pediatrician at age 2. 
Asked M.D. (Child Development 
Specialist) at age 6. 
School placed child in special 
class at age 1. 
Took to Children's Medical Cen-
ter for psychological and speech 
evaluation- never completed- at 
age 10. 
School gave speech therapy- then 
recommended M.M.H. S. & H. Clini·· 
at age 12. 
Asked M.D. at age 2. 
Asked Children's Medical Center 
Speech evaluation- told to wait 
at age 3~. 
Kindergarten teacher belittled 
the child at age 5. 
Took child to private therapist 
at age 5. 
Came to M.M.H. s. & H. Clinic at 
age 6. 
1\) \. 
\.,0 
Family 
G 
H 
I 
When Aware of 
Speech Problem 
Born with cleft 
palate, operated 
18 mo.; age 6-
T. & A. 
Age 6~ 
Age 12 
TABLE 6 
What Made Parents Aware 
of Speech Problem 
Voice much more nasal 
? death of grandfather 
and relatives pressured 
mother to do something 
M.D. pointed out prob-
lem - hoarse voice, 
physical complications, 
nodules in throat 
What Steps Were Taken and When 
They Were Taken 
Asked M.D. - brief speech tnerapy 
given at Children's Medical Cen-11 
ter at age 6. 
School gave therapy - then recom 
mended M.M.H. ~. & H. Clinic at 
age 12-13. 
School gave child speech therapy 
- wanted her to repeat kinder-
garten at age 5. 
Mother put child in different 
school, then child had to repea~ 
grade 1 at age 6. 
Mother called school nurse Oct., 
1961 to ask about speech - nurse 
talked with consultant who recom-
mended M.M.H. s. & H. Clinic at 
age 7. 
M.D. recommended M.M.H. s. & H. 
Clinic at age 12. 
1\) 
-r=-
Family 
J 
K 
When Aware of 
Speech Problem 
Born with cleft 
palate; (age 6 
at time of first 
mastoidectomy) 
:Age 12 
TABLE 6 
What Made Parents Aware 
of Speech Problem 
M.D. pointed out prob-
lem 
s;ehii>ol offered speech 
~~~apy; partial cleft 
palate noticed at this 
time 
t 
What Steps Were Taken and When 
They Were Taken 
M.D. recommended M.M.H. s. & H. 
Clinic after first mastoidectomy 
at age 6. 
School gave speech therapy, 
recommended M.M.H. S. & H. 
Clinic at age 12. 
·> 
~ 
CHAPTER IV 
HOW THE STUDY GROUP REACHED M.M.H.S.&H. CLINIC 
Awareness or the Problem 
In order to look at the·ways in which parents or this 
group of children sought help for the children's speech 
problems, it seems logical to begin with when they became 
aware of the problem. SiX of the eleven cases (A, B, C, D, 
E, F) became aware of the problem when the children were 
between the ages of one and one-half and two and one-half years 
These children either did not talk at all or their speech was 
not clear. 
Four children (G, I, J, K) were born with physical 
complications that were directly related to the speech 
problem. Two of these children (G, J) were born with cleft 
palates. The families were awara of this defect at b~rth 
and were concerned about it; however, nei~her of these fami-
lies were directly concernBd about speech until the children 
were six years or age. In the G case the child had her tonsils 
and adenoids removed at the age of six and this caused severe 
voice problems that had not existed previously. In the J 
case the child had had numerous physical problems that con-
cerned the family. It was not until a medical doctor 
recommended speech thel'•apy for the child that the parents 
became directly concerned about the speech problem. Two 
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children (I, K) were born with physical defects that were 
not noticed until the children were twelve years old. One 
child (IJ came to the hospital .for a check-up, and the doctor 
.found that he had nodules in his throat. The doctor re-
commended speech therapy. The other child (K) was born with 
a partial cle.ft palate; however, this was unknown until the 
child was twelve years. old. A speech therapist in the 
school noticed a nasal quality to the child's speech. This 
led to a physical ex~aination which identi.fied the partial 
cle.ft palate. 
The last child (H) had never spoken clearly. The 
mother denied the problem until the child was six and one-
half' years old. Several events had occurred to the child 
and the family which were meaning.ful to both be.fore the 
mother recognized the problem. The child was given speech 
therapy in kindergarten at the age o.f .five years. The child 
had to repeat the .first grade. Members o.f the extended 
family put pressure on the mother to have something done .for 
the child 1 s,speech and at about this time, the maternal 
grand.father died. The child's mother was very dependent 
upon her .father, and she described this child as being his 
favorite grandchild. It was shortly a.fter his death that 
the mother recognized the problem. 
It is di.fficult to determine how the parents perceived 
the speech problem at the time that they became aware o.f it. 
In interviewing the parents o~ these children, I ~ound that 
1 
most parents could eas~ly talk about the concerns they had 
~or the problem at the time o~ the interview. However, they 
~ound it dif~icult to remember how they felt at the time they 
were first aware o~ the problem. A possible reaso~~for this 
is that the awareness and perception of the problem o~ten 
appeared to be a process, rather than having a clear cut 
onset. All of the ~amilies either expressed direct relie~ 
over the ~act that something was being done about the prob-
lem or le~t the author with that impression, even i~ it was 
not directly stated. 
Steps Taken to the Clinic 
Table 7 shows who initiated the steps for help with the 
speech disorder. It also shows with whom the first step was 
made. The "parents" category includes the families in which 
the parents initiated all of the steps. The "outside" 
category includes the ~amilies in which an outside pro-
~essional person initiated all of the steps. The 11mixed 11 
category includes the ~amilies in which the parents initiated 
some o~ the steps and an outside source initiated some o~ 
the steps. 
TABLE 7 
WHO INITIATED THE STEPS AND WITH WHOM 
THE EIRST STEP WAS MADE 
With Whom Made 
Ini t.:ta tor M.D. School l~o. 
Parents 3 
Outside 2 1 
Mixed 
_5. 
Total 10 1 
of cases 
3 
3 
...2: 11 
One can see that in eight out of eleven cases, the 
parents took some initiative. These families consist of the 
11 parentu group (A, C, D) and the 1'inixed 11 group (B, E, F, 'G, H). 
It is also clear that there are eight out of eleven cases 
in which there was some help in initiating steps from the 
outside. Of the five cases in the "mixed" catego~y, only 
one (H) did not initiate the first step. Therefore seven 
families took the first initiative. 
Table 8 shows with whom the steps were taken and the 
number of times each kind of person hffilped with the speech 
difficulty. 
M.D. 
TABLE 8 
PERSONS INVOLVED IN STEPS 
TO OBTAIN TREAT~~NT 
Persons Involved 
Speech therapist (outside school) 
School speech therapist 
No. o~ Cases 
9 
4 
4 
One can see that the medical doctorwgs the person who 
most ~requently was involved in the steps. Speech thera-
' pists, both inside and outside o~ school, were the persons 
most frequently involved after the medical doctor. School 
personne~ other than the school speech therapists, were 
involved to a limited extent. A school teacher was involved 
in cases B and F; a school nurse was involved in case H; 
and placement in a special class occurred in case E. 
In nine cases (A, B, C, D, E, F, G, I, J) the medical 
doctor was involved in the ~irst step. In six cases (A, B, 
C, D, E~ F) the.parents initiated the first step with the 
medical doctor when the child was between the ages o~ one 
and one-hal~ and three and one-half years. 
Four children (c, D, F, G) had a change in symptoms 
after the parents had become aware o~ a problem. Three 
cases (C, D, F) did not talk when the parents were first 
concerned. Wnen the children were about four years o~ age, 
they began to speak but their speech was not clear. Case G 
had a change in symptoms after the removal of her adenoids 
and tonsils at age six and one-half. This caused the voice 
quality to be more nasal. 
The influence of the outside person in seeking help 
appears to be great. Whether or not the parents recognized 
the problem on their own, the influence of the outside 
professional was felt. Those families who recognized the 
problem and initiated help sought the verification of the 
outside person. If it was not obtained, they either went to 
ru1other professional person for verification or waited until 
an outside person came to them. It was after verification 
of the problem was given that the family then obtained 
treatment. In the families who did not recognize the problem, 
the influence of tha outside person was directly seen. When 
a professional pointed out the problem to the family, they 
then followed through on treatraent for the child. The 
medical doctor was the person who was most frequently 
involved with identification or verification of the problem. 
CHAPTER V 
ATTITUDES TOWARD THE CLINIC AND PROBLEMS OTHER THAN 
SPEECH PROBLEMS PRESElqTED TO THE CLINIC SETTING 
Attitudes toward the Clinic 
It was difficult to assess parents' attitudes toward 
the clinic because the severity of these childrens 1 problems 
varied a great deal. Not only were there differences in 
the severity and the etiology of the speech disorders, but 
some children also had other problems, whereas others did 
not. The families had different orientations to the hospital 
as some families were familiar with it and some were not. 
Table 9 shows who had had prior use of the hospital and 
whether or not they received casework help as well as the 
speech therapy. 
. TABJl.iE 9 
PRIOR USE OF THE HOSPITAL AND 
CURRENT USE OF THE SPEECH CLINIC 
Use of Hospital Speech Speech Therapy Total 
Therapy and 
Casework Help 
Prior Use of M.M.H. I, J B 3 
No Prior Use of M.M.H. A, C2 H2 K D, E, F~ G 8 
Total 6 5 11 
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From this table one can see that eight families (A, G, 
D, F, G, H, K) had no prior contact with M.M.H. Four of these 
eight families (A, G, H, K) had had no service other than 
speech therapy for their child. Three families (B, I, J) 
had had previous contact with the hospita;; however, the B 
family was the only one who received casework help. 
It might be suspected that families who were familiar 
with M.M.H. and who had used it for medical treatment would 
have perceived the speech clinic in a different way than those 
who had not used the hospital. Also, families who had 
received casework help may have perceived the clinic in a 
different way than those who had not. The severity of the 
speech problem and the medical complications to the speech 
disorder also seemed to influence attitudes of the study 
group toward the clinic. 
Eight parents (A, B, D, E, F~ I, J, K) expressed 
definite feelings about the clinic or gave strong indication 
of their feelings about it. 
attitudes about the clinic. 
No parent expressed negative 
Table 10 shows the kinds of 
attitudes toward the clinic that were expressed by the study 
group. It also divides the study group according to whether 
or not the child had physical complications to the speech 
disorder. 
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TABLE 10 
ATTITUDES TOWARD THE CLINIC 
Attitudes Physical 1\fo Physical 
Complications Complications Total 
Positive A, B, D, E, F 5 
Ambivalent I, ::r, K 3 
Unknown G C, H rt Total 4 7 
From this table one can see that all the cases of 
children without physical complications (A, B, c, D, E, F, H) 
expressed either positive attitudes toward the clinic or did 
not express any attitudes toward it. Three (I, J, K) of the 
families with physical complications expressed ambivalent 
feelings toward the clinic and one did not express any atti-
tudes toward it. The thr~e families (I, J, K) in the 
"ambivalentn category with physical complications were all 
referred to the speech clinic by an outside source. I and J 
were not aware of a specific speech problem until the outside 
person brought it to their attention. The J family was aware 
of the speech problem; however, this was a minor part of the 
child 1 s 'total problem. The family was not particularly con-
cerned about the speech. All of these families were 
immediately referred for speech therapy following the original 
observation o~ the problem. Cases I and J were re~erred by 
medical doctors at M.M.H. and ~ollowed through on the original 
rrferral. However, nei~her child had had regular attendance 
at the clinic and both families expressed an interest in 
terminating treatment at the speech clinic. A school speech 
therapist originally became aware of the speech problem of 
the child in the K family and after short term treatment 
re~erred the child to the M.M.H.S.&H Clinic. Mr. ~expressed 
doubts as to whether or not therapy helped his child and 
thought probably she would "outgrow" the problem. However, 
Mr. K. was a widower who appeared to have a great desire to 
' be a good ~ather, and he continued treatment for his child 
because he felt that this was what he should do. 
It is interesting that the only three ~amilies who 
expressed ambivalent ~eelings about the clinic had children 
with physical complications to the speech disorder and who 
were not aware of the problem until it was pointed out to 
them by a professional outside parson. 
One might think about the possible motivating factors 
tor their following through on the re~erral and about why 
they displayed a lack of involvement in the treatment after 
having begun it. Two families (I and J) were re~erred by a 
medical doctor in the same hospital as the speech clinic, and 
it might be that they accepted the re~erral on a medical 
basis. It may have been that the parents followed through 
on the referra~ because of their respect for the doctor. 
However, when one is referred to other outpatient clinics 
he often expects short term treatment and cure. This does 
not occur in the speech clinic and may be a factor in why 
the motivation for continued treatment decreased. Another 
factor may be that because the problem was not perceived 
by the parents, they were acting on the advice of an 
authority without having personal involvement with the clinic. 
None of these three families (I, J, K) were being seen by 
a social worker, which may be another factor in their lack 
of personal involvement. 
Cases Treated by the Social Worker 
As stated earlier the speech clinic is located in a 
rehabilitation team setting, and the parents of children 
evaluated in the speech clinic were also evaluated by a social 
w~rker, who at that time decided whether or not a social 
worker could be of further help. 
Of the eleven children in this group, five parents had 
been seen for more t.lb!.2:n.n the usual evaluation interview. The 
five cases are B, D, E, F and G. Cases D, E, F and G were 
seen by a sociai worker on a treatment basis, whereas B was 
seen for an extended evaluation. In terms of physical com-
plications to the speech difficulty, only the G case had a 
physical complication. B, D, E and F had no known physical 
complications to the speech disorder. 
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Because this study was done by a social work student, 
it seemed appropriate to present some o~ the case material 
on those ~amilies who were seen over a period o~ time by a 
social worker. 
Case B 
In the B case, as was previously stated, Mrs. B. was 
seen ~or an extended evaluation. 
old male with poor voice quality. 
The child was a six-year-
He had two brothers ~~d 
one sister. The social worker ~elt that essentially the 
~amily dealt with the speech problem adequately and there was 
not undue anxiety over the problem. Mrs. B. talked of Mr. ~1 s 
threatening the child with~a strap in order to ~orce him to 
speak clearly. However, when the social worker saw~~. B., 
he ~elt that he had a good understru~ding o~ the child and 
was not dealing with the child in an emotionally harrillrul way. 
The social worker there~ore decided that it was not necessary 
to provide casework treatment ~or this ~amily. 
Case D 
A social worker had been working on the D case since 
February ~961 on a weekly basis. This was a ~amily with 
many problems particularly with the child being seen at the 
speech clinic. The child was a six-year-old Negro girl with 
many problems. She was re~erred to the M.M.H.S.& H. Clinic 
by a physician at Boston City Ho~ital. The prime problem 
~or the clinic with this child was a de~initive diagnosis. 
One of the child's presenting problems to the speech clinic 
was her lack of speech; however, it was difficult tm deter-
mine the reason for it. The family consisted of the child's 
mother and three older sisters. The child's father was 
legally separated from the mother when the child was two 
years old. However, he occasionally returned home, and this 
was upsetting yo the family. The mother was limited in her 
intellectual functioning and so were the older siblings. 
A primary focus of the social worker in this case was to use 
community resources as well as his o\wn skill in making a 
diagnosis. The worker arranged for diagnostic evaluations 
at the Walter Fernald School, the Jrunes Jackson Putnam 
Child Guidance Clinic and the Massachusetts Eye and Ear 
Infirmary. He also had continuous contacts with the Depart-
ment of Public Welfare to help them to understand the 
situation and to help with the financial situation. He 
arranged for nursery school attendance at Morgan Memorial. 
In spite of all the diagnostic work that was completed on 
this child, there was no definitive diagnosis. At six years 
old this child was functioning at between a two-and-three-
year old level. There was a question of aphasia, organic 
brain damage, a hearing loss and low intellectual capacity. 
The latter appeared definite. There appeared to be agree-
ment that any emotional problem did not seem paramount and 
was not a causative factor. 
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The social worker 1 s role was one o~ interpreter and 
li~nto Mrs. D. He interpreted the necessity of the diag-
nostic evaluations and the need for this child to attend 
n~rsery school to Mrs. D. His role was supportive to this 
very dependent woman. The social worker 1 s role in the future 
will probably be in helping Mrs. D. accept referral ~or 
permanent placement ~or this child. 
Case G 
A social worker had seen Mrs. G. since her child began 
treatment at the speech clinic. This child was born with a 
cle~t palate and later developed a hoarse, nasal voice. 
She was thirteen years old at the time of this study. The 
social worker saw Mrs. G. aoncerning problems she was having 
bringing up an adolescent daughter. Some o~ the problems 
seemed to be connected with the speech disorder, but in 
general they were behavior problems that o~ten occur in 
adolescence. The child was shy and conscientious outside o~ 
the home. She did well in school and never was in any kind 
o~ trouble. However, there was a great deal o~ sibling 
rivalry at home and she could not be trusted with her younger 
brothers. 
The social worker's role in this case was in helping 
the mother to be more relaxed with the child and to help the 
mother-child relationship. This enabled the mother and child 
t0 discuss the speech problem more freely and to increase 
communication in general. The social worker helped the 
mother to understand her feelings about the child. 
Case E 
The E case began treatment at the speech clinic in 
September 1961 and a social worker had been seeing Mrs. E. 
since that time. The child was a fourteen-year-old boy 
who presented a problem of stuttering and blocking to the 
speech clinic. The boy was an only child. The social worker 
was helping Mrs. E. with her. relationship with her son, 
which had been one of rigid, controlling overprotectiveness. 
It was felt by the social worker that the child's speech 
problem and the dependency it fostered filled some needs of 
the mother, and that perhaps this was a reason why the family 
had not sought halp for the speech problem in a more active 
way. The social worker in this case had worked with Mrs. E. 
in helping her to be less controlling of the child and to 
help her with her own problems of adjustment. The social 
worker supported the side of Mrs. E. that wanted her son to 
grow up. In the course of treatment the social worker also 
learned of some marital difficulties in the family and helped 
Mrs. E. to deal with her reelings about this. It appeared 
that the child and his speech problem were used to the 
mother's ends in the marital problem. For example, the 
mother refused to go to visit her in-laws with her husband 
du~ing the summer, so that the child could receive speech 
therapy. Mr. E. was often sent to other parts of the country 
lfo' 
on his job and Mrs. E. refused to go with him. It appeared 
to the social worker that the child was being used as an 
excuse, as Mrs. E. did not want to be with her husband. 
Case F 
The F family was seen by a social worker from February 
1961 to May 19$1, because Mrs. F. seemed to be over reacting 
to the child's speech problem. The child did not speak 
clearly, although he was understandable and was functioning 
well in other areas. The mother was overly a~~ious about 
the child ~d seemed to be overprotective of him to some 
extent. She had a great deal of doubt about her ability to 
be a good mother. The social worker's role was a supportive 
one, and she helped Mrs. F. to see that the.child 1 s problem 
was not severe and that she was being a good mother. Some 
of the mother 1 s anxiety subsided, and it was fel.t that the 
continued service of a social worker would further Mrs. F. 1 s 
insecurity about her ability to be a good mother. 
The five cases just described present a variety of kinds 
of problems that were presented to the speech clinic and 
with vh ich a social worker is able to help. Many of these 
problems concerned family relationships. There were three 
cases in which the basic problem was one with the mother-
child relationship. In these cases the social workers tried 
to help the mother to see the kinds of difficulties in the 
relationship and the J1' part in it. The social worker often 
acted as liaison and interpreter to the mother about the 
proceedings in the speech clinic. The workers made referrals 
and gave a great deal of support to anxious parents. The 
support was most evident in two cases. In case D the worker 
was supportive to a dependent mother of a severely dis-
turbed child. In case F the worker was supportive of the 
mother's ability to be a good mother and helped her to 
manage on her ovvn. 
CHAPTER VI 
CRISIS IN ONE FAMILY 
As indicated in Chapter I, crisis is one o~ the ~actors 
that might i~luence motivation ~or seeking help. Part o~ 
my ~ocus in the data collecting interview was to try to 
determine any ~isis that had occurred within the ~amily, 
the e~~ect this had upon the perception o~ the speech problem 
and the way with which it was dealt. I expected to ~ind 
more evidence o~ crisis situations than I did. In ten o~ 
the eleven cases I found no evidence o~ crisis situations. 
Crisis often upsets an equi~ibrium in a ~amily and 
makes its members uncomfortable enough to seek help. Also, 
it may change one's perception of problems that exist in the 
environment. Families may not be aware of the e~~ect a 
crisis has had upon ~hem and they may not present this to 
the helping person. The client may find some other problem 
easier to present to a worker than the particular crisis. 
It seems important for social workers to be aware o~ a 
crisis situation, i~ it exists, when trying to help a client. 
This knowledge gives the worker ~uller understanding o~ the 
client's social ~nctioning and what is a~~ecting him. 
There~ore, it enables the worker to help the client. Also, 
i~ a worker is able to help a client success~ully through 
a crisis situation, this helps the client to deal with 
~uture crises better and possibly to avoid other crisis 
situations. 
This case summary is the one case in which the author 
~ound a crisis situation. It appears quite clear that this 
crisis did i~luence the way in which Mrs. H. perceived her 
child's speech disorder and in her motivation ~or help. It 
also seems apparent that this was a crisis situation with 
which Mrs. H. could use casework help in order to success~ully 
work through her grie~ reaction. 
Mrs. H. applied to the M.M.H.S.&H. Clinic in October 
1961 for evaluation and treatment of Jane, age seven. Jane's 
speech was not clear. She had a hoarse, breathy voice, and 
she omitted and substituted syllables and words. Jane was 
one of five children and she was the fourth child. Her 
parents were divorced when she was two years old. 
W~s. H. presented a picture of a woman with a great deal 
of vitality and energy. She was a very verbal vnman who 
related well. She told the social worker very frankly that 
Jane had received speech therapy in kindergarten. However, 
Mrs. H. did not think there was a problem and would not have 
asked for the service on her own. The kindergarten teacher 
did not feel that Jane was ready for the first grade and 
recommended that she spend another year in kindergarten. 
Mrs. H. thought 11 it was a shame" for a child to stay back in 
kindergarten and consequently put Jane in a parochial school. 
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She did not do well in the first grade in this school and 
had to repeat the grade. During this time a sister of 
Mrs. H.'s was putting pressure on Mrs. H. to have something 
done about Jane 1 s speech problem; however, Mrs. H. could 
understand Jane and did not see it as a problem. Mrs. H. 
described Jane as being a very charming, vivacious, easy-
going child and one that was easier to care for 'than the 
other children. She also said that Jane was ~~s. H.'s sister~ 
favorite niece. Later she described Jane as Mrs. H.'s 
father's favorite grandchild. Jane seemed to be a special 
and perhaps favorite child to Mrs. H., although she did not 
verbalize this directly. 
In September 1961 Mrs. H.'s father died suddenly. This 
was an intense crisis situation ~Br the H family. In my 
interview with Mrs. H. we spent a considerable amount of 
time discussing this man's death and the meaning of it to 
Mrs. H. and her family. She had been very dependent upon 
her father. He was retired; his wife worked; and they lived 
close to where the H.'s lived. He bqbysat for the children 
a great dea~ and Mrs. H. called upon him frequently for 
support, both materially and emotionally. 
In the form that Mrs. H. sent to the speech clinic 
prior to Jane's evaluation, she stated that she had become 
aware of Jane's problem in September 1961, the same month 
that Mrs. H.'s father died. In her interview with me she 
I 
stated that the reason she decided to do something about 
Jane's speech was 11 to get her sister off her back. 11 However, 
it appeared that the death of Wws. H.'s ~ather was a deciding 
factor. In October 1961 ~~s. H. called the school nurse to 
ask if they had noticed Jane's speech difficulty and if it 
had any ill effects on her school performance. The nurse 
indicated that she had noticed the poor speech and asked the 
school doctor about places for treatment. M.M.H.S.&H. Clinic 
was suggested and Mrs. H. followed through on the suggestion. 
1 She stated that she really did not think Jane had much of a 
speech problem, but she was glad to have something done for it. 
Mrs. H. also stated that she had noticed that her 
youngest daughter also had a speech problem and spoke as 
Jane did. At the time of this study she was in kindergarten 
and was receiving therapy there. All of the older children 
were enuretic when they began school; however, Jane and her 
younger sister were not. 
One can see many things in this case that would be of 
interest to a social worker. There is strong evidence that 
the crisis of this child's grandfather's death was an 
influential factor in motivating this family to perceive the 
speech problem in a different light and to reach out for help. 
If there were intervention in this crisis situation, perhaps 
the family could be helped to deal with the situatio~ in a 
better way than they were managing on their own. If they 
terms o~ ~uture problems which are a result o~ this situation. 
CHAPTER VII 
SUMMARY AND CONCLUSIONS 
This was an exploratory study done in the M.M.H.S.&H. 
Clinic. This clinic moved to M.M.H. in February, 1961 from 
Boston University. I was interested in learning about the 
motivating factors of seeking help. It seems particularly 
important for social workers to know why clients seek help 
at a particular time. In order to learn about the moti-
vational factors in seeking help in this study group, the 
author obtained data in the following areas: 
1. The paths taken by the parents of children with 
speech disorders from the original request for pro-
fessional help to their arrival at the M.M.H.S.&H. 
Clinic. 
2. The reasons for seeking professional help for a 
child with a speech disorder, with particular 
emphasis on crises affecting the family and the 
child. 
3. The kinds of problems presented to the speech clinic 
with which it was thought a social worker could be 
of help. 
The study group consisted of eleven children who were 
being treated in this clinic in December, 1961, and January, 
1962. I obtained my data from focused interviews with a 
parent of each of the eleven children, the forms filled out 
by the parents fur the speech clinic, the social workers 
treating the parents and the social service records. 
The study group was divided into seven males and four 
females. Seven of the children were between five and seven 
years of age, and the remaining four were between twelve and 
fourteen years of age. Six of the children had no known 
pl;J.~{:Iil!cail:1complications, and five of them had physical comp-
lications connected with the speech disorder. Six children 
presented problems of unclear speech, four had poor voice 
quality and one was a stutterer. Five of the eleven cases 
were seen over an extended period of time by a social worker. 
Eight of the children came from intact homes, and ten of the 
children had at least one sibling. 
Six of the eleven parents became aware of the problem 
when the children were between the ages of one and one-half 
and three and one·~half years, and they had all taken one step 
toward help by the time the child was three and one-half 
years o~d. Four children were born with physical compli~ 
cations. The parents were aware of this in two of the cases. 
These two children were born with cleft palates. The parents 
were concerned about the physical defect when the children 
were young and were not directly concerned about the speech 
problems until the children were about six years old. In 
general parents took an active part in seeking help for their 
child's disorder. The only three cases where they did not 
take an active part were in cases where there were physical 
complications of which the parents were not aware. In these 
cases medical doctors or a speech therapist recommended 
I 
therapy, and the parents followed through on the 
recommendation. In the other cases all of the parents took 
some steps on their own. However, the community was also 
extremely influential. No parent went to a treatment clinic 
until an outside professional person confirmed the problem. 
The medical doctor was the person in the community most 
frequently approached with the problem. Speech therapists 
were also frequently involved in steps toward treatment. 
Many parents were told to wait or that the child would out-
grow the problem by the people with whom they consulted. 
It would therefore seem that the persons most frequently 
consulted about speech problems should have more knowledge 
about speech disorders in order to insure early treatment. 
However, one must keep in mind that we do not know how 
many children do outgrow these problems. 
No one expressed negative attitudes toward the clinic. 
There was a wide range as to the severity of the problems, 
and some of the families with less severe speech ~roblems 
were interested in terminating treatment. Three families 
expressed ambivalent feelings about the clinic. The three 
children all had physical complications to the speech 
disorder, and the parents were not aware of the speech 
problem until it was pointe~ out by an outside person. Upon 
recognition of the problem they were ref~rred immediately 
fo·r speech therapy by the outside person. One might raise 
questions about why there was a lack of motivation in 
therapy and about the motivational factors in their seeking 
help. All of the families who were being seen by a social 
~ 
worker expressed positive feelings toward the clinic. Some 
of the children of these fe~ilies did not have severe speech 
disorders, and one might speculate that these families had 
more of a vested interest in the clinic because of the 
social work treatment. 
Those parents being seen by a social worker presented 
a variety of problems with which the ~ocial worker was 
helping. In the D family the worker took a very active role 
in utilizing community resources to provide the best kind 
of service possible for this family. He was also active 
with Mrs. D. in being supportive to her and in interpreting 
the need for all the diagnostic work of her child. 
In the G family the social worker helped with adoles-
cent problems and with the mother-child relationship. It 
was difficult to determine how much of the problem was 
related to the speech defect and the birth defect. However, 
there was tenseness in the relationship between the mother 
and the child, and the social worker helped Mrs. G. to 
understand the relationship and to deal with it. 
The E family again was a problem of the mother-child 
relationship, with the mother being very rigid and con-
trolling with a fourteen-year-old son who stuttered badly. 
5ID 
The social worker helped withsthe relationship problem. 
The F case also presented a problem with the mother-
child relationship. Mrs. F. was very anxious about her 
children and tended to overprotect them. She had little 
confidence in her ability to be a good mother. The social 
worker in this case supported Mrs. F.'s strengths in her 
role as a mother and helped her to see that she was a good 
mother. 
Some o~ the problems with which the social worker dealt 
were around problems with~the mother-child relationship. 
However, the social workers o~ten helped in other areas, 
such as helping the parent to see the need ~or diagnostic 
resources and being supportive to the mother o~ a disturbed 
child. This, in turn, helped the relationship. All o~ 
these women expressed positive ~eelings about the social 
worker treating them. 
The study tnsd to bring out .. i~ormation about crises 
that occured within the ~amily and to relate them to 
motivation ~or seeking help. However, a crisis situation 
was ~ound in only one ~amily. This situation appeared to 
have an effect on the way in which the mother perceived the 
problem and on her motivation to seek help. 
The study group was somewhat different in age than all 
of the children treated for speech disorders in the United 
States. Dr. Albert Murphy, Professor of Speech at Boston 
University School of Education, states that approximately 
sixty per cent o£ the children treated for speech disorders 
in the United States are between the ages of five and seven 
and about three per cent of the children are between the 
ages o£ twelve and fourteen • In this study group £nur of 
the eleven children were between twelve and fourteen years 
of age. Therefore, approximately thirty-six per cent of 
this study group fell into this age bracket. One might 
raise the question as to why this was so. The study group 
was very small, and it is possible that this was the reason 
for the difference. However, it is also possible that 
the community's perception of the clinic determined the 
referrals made to the clinic. One might want to study why 
this particular clinic serves more older children proport-
ionally than the national average. 
This study has raised questions that could be studied 
in other clinics. The question of the effect of crisis 
situations in motivating people for help has not been 
answered. The reasons for the lack of involvement in treat-
ment by parents of children with speech disorder~ D~ which 
they were not aware until it was pointed out to them, is an 
area which needs further study. Also, one might study what 
expectations parents of children with speech disorders, of 
which·they were unaware, have vn~en seeking help and what 
incentives motivate them to a professional 
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APPENDIX A 
BtlSTON UNIVERSITY SPEECH AND HEARING CENTER 
:in conjunction with 
THE MASSACHUSETTS MEMORIAL HOSPITAlS 
DIAGNOSTIC INQUIRY EURM 
The questions on this diagnostic inquiry form are arranged so 
that we may gather as much knowledge as possible about our clientso 
.This infozmation is of great value to us in diagnosing speech and/or 
hearing disorders,. and enables us to better understand your indiv:L-
dual problemo Please answer the questions as completely as possible, 
.printing or writing legiblyo You may use the reverse side to write 
anything 'lse you feel may be of assistanceo 
Please send the inquiry form tog 
The Speech Clinic 
Massachusetts Memorial Hospitals 
Medical Center 
55 Stoughton Street 
Boston, Massachusetts 
We will not be able to schedule an appointment until we r~ceive this 
!1li ! ~ .... 
~o Upon receipt of the form, lve will set up an appointment date 
for you as 'soon a.s possible and will notify you by mail or by tele= 
phoneo 
Note 8 8¢ postage due on return envelope 
-
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BOSTON UNIVERSITY SPEECH AND HEARING CENTER 
DIAGNOSTIC· INQUM FORM 
J£ client needing diagnosis~ ) Please do not write in this 
column. 
~Address City. Phone Number 
M ( ) F ( ) Age&; ( ) 
Birth Date Today1s Date 
~. 
. -
... 
' 
1 answering this f.orm ReJ.a 1i~onship ·to client 
Full Name Age Vocation 
~g 
r."8 • . .... 
iang 
arsg· 
....... f 
l 
.. 
. 
.. 
r.osg. 
I 
.. 
a describe. th~ spee~·and/or hearing difficultyg 
·. . . 
PI.EASE ro NO·T WRITE. B]:LOW THIS LINE 
RECOMMENDATIONS AND aEFERRAL8 
I 
:e Two {For additional space 
ruse reverse side)-
What is the clientv s occupation? ' 
What school does the client attend? 
Street City. Grade Name of Principal 
Does the client. like sChool Yes ( ) No .( ) 
Has the client-been promoted regularly? Yes ( ) No ( ) 
menta:: 
f 
Do you have a family doctor? Yes ( ) No ( ) 
' 
tor•s- Name A'ddress City State 
Who referred the client to the Speech and Hearing Center? 
e Address City State 
Did the mother of the 'client have any accidents, Ulnes:;;es, or other 
~usual conditions, such as an RH negative condition during preg= 
nancy.? If so, please explain 
Did the mother of the client have a 9 months pregnana,y? If not, 
please explain .. 
I 
Did the mothe~ of the client have extremely long or extremely short 
labor? If so, please explain ... 
Conditions of the client immediately following birtlil:: 
a) Did he have conwlsions? Yes ( ) No ( } 
b) Did he have difficulties ~llowing or sucking? Yes ( ) No (. ~ 
c) Did he have feeding difficulties? Yes ( ) No { ) 
d) Other? · 
e) At what age did the client learn to waJ.k? 
Has the client had any major' injuries or operati~ons? If so, de= 
scribe and tell at what age these occurred~ 
...... 
' ~ 
,, 
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Please do not write 
in this column .. 
'ge Thr ee (f or additional space, use reverse side ) 
~~ If the client had any of the following illnesses, please check the 
information requested belowg 
I 
.lness Yes No Age Mild Severe 
1asles ( ) ( } { ) { ~ ( } 
lJllPS ( ) ( ) ( ) ( ) ( ) 
LOpping Cough ( ) ( ) ( ) c ) ( ) 
~arlet fever ( ) ( ) ( ) ( ) ( ) 
tall pox ( ) ( ) ( ) ( ) ( ) 
Leumonia ( ) ( ) ( ). ( ) ( ) 
tnsilitis ( ) ( ) ( ) ( } ( ) 
•r diseases ( ) . ( ). ( ) ( ) ( ) 
'Y fever ( ) ( ) ( ) { ) ( ) 
lthma ( ) ( ) ( ) ~· ~ ( ) lfluenza ( ) ( ) ( ) ( ) 
.eurisy ( ) ( ) ( ) { ) ( ·) 
Lberculosis ( } ( ·) ( ) ( .) c ) 
>pendicitis ( ) ( ) ( ) ( ) ( .) 
mvulsions 
' 
c- ( .): < ( ) ( ) ( ) ( ) 
~antile paralysis( ) ( ) ( ) ( ) ( ) 
~ergies ( . ) (; ) ( ) (' ) ( '.) 
•equant. colds ( :) ( ) ( ) ( ) (' ) 
;omach upset ( ) ( ) ( ) ( ) ( ) 
>ilepsy ( ) . ( ). 
' 
) ( ) ( ') 
~d trouble ( ) ( ) ( ) ( ) ( ) 
;her 
h Did the client have any: after-effects from. the above diseases? 
If so, please explain., _________________ _. 
~.. Does the client g 
a) prefer the right or left hand'l Right ( ) Left ( ) 
b) have a peculiar walk? Yes (. ) No ( ) 
c) fall or lose his balance eas~? Yes ( } No ( } 
d) seem awkward and uncoordinated?· Yes ( ) No .( ) 
e) have difficulty in chewing and -swallowing? Yes ( ) No( ) 
f) have difficulty grasping objects easil:y'? :Yes ( ) No ( ) 
g) have cerebral palsy or brain damage? Yes ( ) No ( ) 
h) have a cleft palate or lip? Yes .( . ) No ( ) 
).,·If the answ~r is 11Yes" to ·any of the above, please expla:in., 
6., Please list the names and addresses· of the doctors, special tea-
Chers, speech or hearing therapists in public schools; or other 
clinics to which the client has been for help.. .Include a state-
ment explaining the kind of help the client received .. · 
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Please do not write 
in this column 
Four {for additional space, use reverse side) 
t what· age did the client begin to speak? 
-----------==----
ave languages other than English been spoken in the home? 
r yes, which ones? --.. • 
as any other member o:f the :family {:including auntss uncles, 
randparents) had speech and/or hearing difficulties? 
ryes~ please describe&- ··~· -----· 
nen and under what circumstances did YoU first· become aware o£ 
ne client g s speech ·and/or hearing difficulty? 
-------· 
id the clientls speech and/or hearing difficulty develop graduall-
y? Yes ( ) No ( ) 
as the client's speech and/or hearin~ difficulty remained the 
arne or has it become worse? Same ( ) Worse ( ) 
s the disorder worse at some times than at others? Yes ( ) 
·o ( ) o If' 2'1Yes" !t please explain 
::r the client has expressed any o:f the following behavior pa.~ 
.erns,~~ -please checkg 
1usness 
~ity 
ISS 
tess 
.ng orr 
•edience 
.ng 
~ 
1r tantrums 
~ctiveness 
;ing 
.ty 
.sbnes~ 
;maresr 
>=walld.ng 
rett:tng 
No ·yes, 
--(') ( ) 
( ) { ) { ) { ) 
~: ~ ~ ~ ( ) ( ) ( ) ( ) 
(') ( ) ( ) ( } ( ) ( ) 
(') ( ) 
r ~ f ·~ 
(-') () 
!2 
t ~ 
< ) ( } ( ) 
( ·) { ) ( } ( ). ( ) 
{') ( ) ( ) 
.!2 Yea 
Day&!ea.ms <I n 
J" aal.OUS'J" ( ) ( ) 
=ing· () () 
Rllmrl.ng· a~ (. ) { ) 
Setting fires () (·) 
DiffiCult- to~- ·~ > < > 
let training ( ) , ( ) 
Feeding Problem { ) , ~t )) 
Thumb sucking \ ) ( 
Nail biting ( ) ( ) 
Oonst~pation ( } ( ) 
other· 
n ( ) ( ) 
( ) ( ) 
~ ~ ( ) 
--==-========-----~ 
·Please do not write 
· · in this column 
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Five (£or additional space, use reverse side~ 
row does the client get along with8 
Lo persons his own age? ~ 
; 
.. ' 
)o older persons?,,- .. 
' fO persons at sChool? 
. 
lhat is the clientVs attitude toward the family or individuals 
.n the family? . 
row does thE! client feel about his speech ·and/or hearing diffi-
~ulty? 
1oes the client avoid speaking situations? 
:as the speech and/or hearing difficulty had any effect on the 
:lient v s ocCilpa.tion? 
n what way does the family attempt to help correct the 
.nd/or hearing difficulty? 
speech 
:s the client 
.) responsive to people? Yes {' ) No ( ) 
1) primarily responsive to objects? Yes { ) No { ) 
:) especially alert to movement? Y.es .( .) No ( ) 
l) sensitive to vibrations? Yes. '{ .) No ( ) 
1) overactive? Yes { ) ·No ( } 
') behaving the same from day to day? Yes ( ) No ( ) 
:) easily managed .in the home? Yes .( ) No ( ) 
l. 
Please do not write 
iii this colwnn 
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Six (for additional space, use reverse sideo) 
)id the client 
L) acquire speeCh and then stop talking~ Yes ( } No ( ) 
>) never use his voice? Yes ( ) No .( ) 
)oes the client 
L) respond to sounds of human voice? Yes ( ) No . ( ) 
>.) respond to telephone or doorbells? Yes ( ) No (. ). 
~) respond to loud sounds only? Yes . ( ) No ( ) 
i) seem to bear when he wants to? Yes ( } No { ) 
l} use sign language to make his :wants lmawn? Yes ( ) No { ) 
~.) seem to make sounds for the pleasure of it? Yes ( .) No... ( ) 
,. 
Please do not write 
in this column 
6o 
\ 
\ 
\ 
I. 
II. 
APPENDIX B: SPEECH CLINIC FORM GUIDE 
Family Age Sex Occupation Residence 
Father 
Mother 
Client 
Brothers 
Sisters 
Speech Problem and Its Treatment 
Parent•s description of the problem 
Diagnosis of client 
Source of re~erral to this clinic 
Length of time in treatment at M.M.H.S.&H. Clinic 
a. child 
b. parent 
Previous treatment of child 
a. speech 
b. other 
Where did the parent first seek help about the 
speech disorder 
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APPENDIX C: FOCUSED INTERVIEW GUIDE 
I. Identirying inrormation 
Religion and education 
II. Source of rererral to M.M.H.S.&H. Clinic 
Pathways there 
:III~ Past and present experience with other health and 
welfare services 
Attitudes toward 
IV. Parents perception of the problem 
Awareness of when began 
Attitude toward 
Attitude toward prognosis 
v. \Vhat expect of the clinic 
Expected when first came 
Expect now 
VI. Family interpersonal relationships at the time of 
seeking help 
Possible crisis situation 
Kind, if any 
How the relationships difrered from other times 
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